Looks languid, pallid and puffy about the eyelids. The respiration is tranquil, skin hot and feverish, but dry. The In fact, there has been no orthopnoea, lividity, nor extreme pallor, nor struggling nor gasping, and no very considerable cough throughout. On the other hand, there has been a slight tickling, dry cough, and obviously a sense of thoracic uneasiness referred to the left side. The pulse has been extremely small, at times almost suppressed, and, for the last two days, cannot be counted at the wrists with confidence, although, upon auscultating simultaneously, the heart's action is discovered to be quite regular, and a wrist pulse can just be made out corresponding with each cardiac impulse, the rate of the heart's action being 112 per minute. The sounds, as heard over the precordial region generally, and over the apex region in particular, are feeble and distant, the second preserving the natural quality better than the first. There is no murmur with either sound. The dulness on percussion seems to have somewhat increased, but this is not certainly from extension of precordial dulness. Two days ago, the latter was marked as probably at least 6? inches broad, being, however, rather ill-defined towards the left; and it seems certain that on the left lateral region, as also on the lower part of the back, there is moderate, but not accurately-defined pleural dulness. To the right, the apparent precordial dulness extends 2f inches to the right of mesial line. Its upper limit is about the second rib, but may possibly be made to reach the first intercostal space at one point. The Cameron were present, and both of them, along with Dr G., using the canula as a probe, attempted to ascertain whether the end of it was in a free cavity, but without a perfectly certain result, as at times it seemed to move freely, at other times to be controlled. Upon auscultation around the point of puncture, the canula being inserted as above-mentioned nearly to the hilt, a friction sound was distinctly audible, not with the cardiac movements, but with the respiration. There was no jogging movement experienced with the cardiac beats, nor did the drops of fluid appear in the slightest degree to be regulated by the cardiac action.
Oct J. N., a boy from the "Cumberland" training ship, aet. 18 years, was admitted to the Glasgow Royal Infirmary on June 11th, 1872. His condition resembled very much the appearance of a patient with dropsy after scarlet fever, but there was no history of exposure to scarlatina, and the urine was not albuminous. His health before this illness seems to have been good; he never had rheumatism, or indeed any serious illness that he could remember. He had been a little troubled with a cough since the beginning of winter, this had recently become worse, and for a month before admission he had suffered from a pain in the front of the chest; the pain, he said, began about the right side of the upper part of the sternum, and gradually extended downwards and to the left, and it had become most severe in the latter situation. It was constantly present, but was much aggravated by any attack of coughing. There was no expectoration.
The dropsy had only come on four days before admission, up to which time he had been running about pretty much as usual.
An examination of the chest showed the whole of the left side to be more or less dull. From the clavicle to the heart the percussion was almost absolutely dull, the upper and outer boundaries of the cardiac dulness could not be discriminated from the pulmonary, but what seemed to be the cardiac dulness could be traced about an inch to the right of the middle line. The dulness was less extreme in the lateral and posterior regions, and was even less still at the base. There was an apparent vaulting of the precordial region and indeed some distension of the whole of the left side; it yielded a measurement of an inch and a half or two inches more than the right, but after consideration it seemed very possible that all these differences between the two sides might be due to a greater degree of anasarca on the left side; it was on this side that he chiefly lay. There was no distinct protrusion of the intercostal spaces anywhere.
The whole left side was the seat of crackling r&les, some coarse and some fine; some of the rales were supposed to be due to friction, especially those heard in the lateral and posterior regions. The rales were quite distinctly audible over the normal site of the prsecordial dulness. The respiration was bronchial in the upper lobe, and comparatively deficient in the lateral region, but nowhere absolutely suppressed. The right lung seemed mostly normal, some wheezing and mucous rales only being audible.
The impulse of the heart could be traced unduly to the right, and towards the epigastrium, but no distinct apex-beat could be defined. The sounds were rapid and weak, not superficial, but nowhere so much suppressed as to imply extreme effusion. There was no pericardial friction.
There was no great appearance of fever; the temperatures, however,
were not recorded. The tongue was clean, the appetite was bad. The bowels were costive, but they acted with medicine. Remarks.?The chief point of clinical interest in this case was the question that could not fail to be raised with a view to treatment, as to the possible existence of fluid in the pericardium, or pleura, such as to justify paracentesis. At first, the extended dull percussion over the heart, and the vaulting of the prsecordial region, gave a bias to the diagnosis in this direction, which was still further favoured by the state of general anasarca, the imperfection of the cardiac sounds, and the loss of the distinct apexbeat. But further investigation showed, 1st, that the distinctness of the pulmonary r&les, together with the absence of protrusion of the intercostal spaces, made a large pleural effusion very improbable; 2nd, that the pulmonary rales were heard more distinctly over the cardiac region than could have been the case with a very large pericardial effusion; 3rd, the " vaulting " was apparently accounted for by external anasarca locally developed; 4th, the sounds of the heart, though feeble, were not altogether wanting in tone. Hence it was correctly inferred that no operative interference was admissible. But it is very difficult to feel sure of the correctness of the diagnosis under such circumstances ; and unquestionably this insecurity of the diagnosis is one of the chief objections to paracentesis pericardii, at least in complicated cases. In the present instance all that could be regarded as certain was the dense and airless condition of the left lung, especially in its upper lobe, and some collateral affection of the pleura. The special form of the disease of the lung and of the glandular system, and the globular polypi of the heart, exercised, no doubt, an influence on the symptoms. The cause of the anasarca, also, was, and perhaps still remains, somewhat obscure. Perhaps the pressure of some of the mediastinal glands on the venae, cavx, and the globular concretions in the heart may have had a nearly equal share in its production. The immense number of round worms in the intestines, without any special symptoms or apparent knowledge of the fact, was very remarkable. Notwithstanding the absence of albuminuria, the left kidney was almost completely destroyed, and the whole work of excretion must have been performed by the right for a considerable time before death. W. T. G.
